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INTRODUCTION

This project is a practice evaluation.

My study was

conducted at the Mission Children, Adolescents, and Family
Services Center in San Francisco.

This agency is a city-

run, outpatient, community mental health clinic in the
Mission District.

Services are geared toward families and

their children under 18 years of age, who require mental
health services, primarily for problems affecting the
children.
The subject of this study is an eleven year old Latino
diagnosed with Dysthymia.

He was referred by his school

through the AB3632 services.

Some of his presenting

problems were that he was easily frustrated and he had no
close peer relations.

My desired outcomes were that he

would learn to identify and express his feelings in a calm
and appropriate manner and that he would play and interact
with his peers at school during recess everyday.

My

intervention was structural family therapy and both
directive and nondirective play therapy.
transcultural social work perspective.

I also followed a
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AGENCY DESCRIPTION

Mission Children, Adolescents, and Family Services
Center (MCAFSC) is a component of the San Francisco County
Mental Health system, which is a division of the Department
of Public Health.
MCAFSC is committed to the principle that mental health
services should be located within the community and be
easily accessible to its residents.

Qualified staff should

have the language and cultural background best suited to the
residents of the neighborhood and services should be
provided with respect to the traditions and the culture of
each person in need.
Being that the Spanish speaking population is the
largest ethnic-linguistic group in the Mission District, the
staff at MCAFSC is comprised of a large number of bilingual
and bicultural professionals dedicated to supporting the
rich cultural heritage of the Latino community and the
Mission neighborhood as a whole.
The staff consists of one psychiatrist, one licensed
psychologist, one marriage family and child counselor, five
licensed clinical social workers, four social workers with
masters, one health worker, and one recreational therapist.
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As interns, two are working on their MFCC hours, two are in
a doctorate of psychology program, one is in a master of
counseling program, one is in a master of nursing program,
and two of us are in a master of social work program.
The two major orientations in the center are structural
family therapy and a psychodynamic approach.

Therapy is

provided to families, couples, adolescents, and children
through individual and/or group work.

Art, sand tray, and

play therapy are highly encouraged as well.
The center runs children's groups which meet one or two
days a week and vary by age range.

The groups provide

structure, limit setting, nurturing, and an atmosphere to
socialize with both peers and adults.

Some of the children

came from the clinic's day treatment program, which was shut
down last year due to budget cuts.
these groups two days a week.

I participated in one of

The agency also offered

parenting education and support groups in Spanish and in
English.

I co-facilitated the Spanish speaking group and

carried a caseload of five monolingual Latino families.
Families seen at MCAFSC must be San Francisco

'

residents, with special priority given to Spanish speaking
families and residents of the Mission District.

Priority is

also given to clients being discharged from hospitalizations
due to suicide attempts or aggressive behaviors.
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Families are primarily low-income.

The center has a

sliding fee scale, yet, ability to pay is not a criterion
for refusal of provision of services.

A significant portion

of the clients are also immigrants and so were severely
affected by the recent passage of Proposition 187.
Proposition 187, which would deny the center's services to
the undocumented population, is currently tied up in the
courts.

The clinic conducted extensive outreach to the

community stressing that immigration documentation status
would not be inquired under any circumstances.
Approximately two hundred clients are served.

Clients

may be seen at the clinic, at a school site, or in their own
homes.

No chart can be opened on a client without a DSM

diagnosis and all clients are voluntary.

Some clients may

be court ordered to receive mental health services, yet,
they are not mandated to be seen at MCAFSC.

The city does

mandate the clinic to maintain at least thirty percent of
its caseload with AB3632 clients.

Presently, AB3632 clients

make up more than thirty percent.
In order to be eligible for mental health services
under AB3632, which is at no cost to parents, the child must
already be in a special education class.

The student must

exhibit behavior and/or emotional difficulties which are
preventing their achievement of academic goals.
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In Santa Clara County, in order to qualify for AB3632
services students must also be classified as severely
emotionally disturbed, however, this constraint is not
placed on San Francisco County students.

The objective of

the AB3632 program is to assist children to be able to
function in the classroom setting.

The center works closely

with schools and other community agencies to ensure this
goal.
Additional goals of the clinic include maintaining a
client's quality of life such as, working toward children
remaining in the home with their families of origin,
assisting immigrant's transition to this country, addressing
cultural barriers, negotiating with other institutions, and
overall general support and empowerment, especially in cases
of child abuse and domestic violence.
Currently, there is no time limit to the services
offered as long as the client demonstrates a medical
necessity, however, with managed care approaching, it is
speculated that clients will only be seen for a maximum of
four to six sessions.

This will undoubtedly impair our work

as therapists, not to mention the impact Proposition 187
would have if ever implemented.
MCAFSC does not use any formal outcome measures due in
part to a lack of agreement on any one scale addressing the
vast cultural differences among clients.
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The city randomly audits client charts on a regular
basis, and the director of the clinic does hold a
coordinated care case review.

In this on-going evaluation

process she meets with all staff members, including intern
supervisors, on a weekly basis and approves every client's
service plan and it's subsequent six-month update.

Client

evaluation is based on information in the progress notes
which stipulates status in regards to goal achievement and
the interventions employed.

These progress notes contain

pieces of information which are routinely gathered in order
to monitor the effectiveness of services that are being
delivered.
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TARGET POPULATION

Manuel (pseudonym) is an 11 year old Spanish speaking
Latino in the fourth grade.

He has a specific learning

disability and is currently in a bilingual resource
specialist program.

Manuel was referred to Mission

Children, Adolescents, and Family Services Center by his
school through the AB3632 services in May of 1994.

I

reviewed Manuel's AB3632 mental health assessment from May
of 1994 and his psychoeducational report from November of
1991.

I also spoke with the teacher who made the referral

and his current teacher.
Manuel was not actually seen at the clinic until
January of 1995 and I began to see Manuel individually in
February of 1995.

His mother initially declined the AB3632

services partly because she was unaware that transportation
could also be provided free of charge.

Manuel's mother was

very supportive of him receiving help, but she and her
husband both work and would be unable to bring Manuel to the
clinic or participate themselves.

She eventually consented

to the services following a parent conference with the
teacher who made the referral.
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I met with Manuel's mother during the intake, when we
discussed his service plan, and on a home visit.

We also

spoke regularly to monitor Manuel's progress.
Manuel's parents and siblings were all born in El
Salvador.

Manuel visits El Salvador as often as he can,

however, he was born and raised in San Francisco.

He lives

in a two bedroom apartment with his natural parents, two
sisters, and two nephews.

His parents sleep in one room,

one of his sisters and her son sleep in the second room, and
Manuel, his other sister, and her son share the living room.
Their apartment is located in the Mission District.

It

faces public housing and is one block away from a park
frequented by gangs.

Violence is prevalent in this

neighborhood and some of Manuel's family members are
involved in gang activity.

The youngest of his sisters

drinks, uses drugs, and was shot on two separate occasions.
Manuel's father is a 46 year old housekeeper and his
mother is a 50 year old restaurant worker.

Manuel has two

half siblings from his mother's previous marriage, in which
her husband died, a sister of 34 and a brother of 33.

He

has three additional siblings from his mother's remarriage,
a 24 year old brother, and two sisters ages 23 and 22.

The

oldest sister who lives nearby has three children, two boys
ages 10 and 4 and one 2 year old girl. The sons of the two
sisters who live at home are 8 and 3 years old.
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Manuel is closer to his nephews and niece than his own
brothers and sisters, primarily due to their ages.

Prior to

Manuel's birth, the family had a history of severe domestic
violence.

His mother and his siblings came to the United

States to escape her abusive alcoholic husband.

She did not

inform him of her whereabouts and subsequently was separated
for a period of three months.

Manuel's father came to the

United States and was able to locate her.

He promised to

change and pleaded with her to take him back, which she did.
According to the mother, he did stop physically abusing her,
however, he continued to drink.
Manuel's father very much wanted to have another child.
His mother, on the other hand, was in her late thirties, had
five children ranging in age from ten to twenty-two, and did
not want to have yet another child.

Nevertheless, she gave

in to his request which resulted in the arrival of Manuel.
Manuel was a full-term baby and was born cesarean
section.

He spent 16 days in the intensive care unit

because he was tangled by the umbilical cord, which resulted
in a lack of oxygen.
on her age.

His mother felt at fault and blamed it

The doctors told her that she might have some

problems with Manuel in the future, but they could not be
more specific.

The mother reported that Manuel's

developmental milestones were normal.
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In November of 1991, Manuel was referred for a
psychoeducational evaluation.

At the time, he was 7 years

old and was in the first grade.

Manuel had repeated

kindergarten and was in a resource specialist program.

The

reasons for the referral were that he annoyed and distracted
classmates, played infantile games, and played only with
girls.

Also he lacked readiness skills, was often off-task,

and hit peers on the playground.
Manuel was tested in both English and Spanish.
According to the report, he had severe memory retrieval
problems and a lot of difficulty expressing himself verbally
in either language.
word responses.

He spoke in short phrases and with one

His speech was immature.

His stories

revolved around a little boy who was sad that he was not
able to do anything because he would get mixed-up.
Manuel's severe deficits in the basic psychological
processes of auditory and visual processing could not be
explained by limited school experience, poor school
attendance, environment, cultural differences, or economic
disadvantage.

He had severe and pervasive learning problems

and possibly a severe disorder of communication, yet

his

assessment did not indicate a serious emotional disturbance.
Manuel now qualified for and needed a special day class for
children with severe specific learning disabilities.
also referred to a speech therapist.

He was
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The psychologist noted that a small and protective
environment would be critical to meet his academic and
emotional needs.

Manuel's immature behavior which was

previously observed may have been reflective of his
frustrations in trying to communicate and learn with his
peers.

His behavior during the testing was appropriate.

In 1992, Manuel was transferred to another school and
placed in a bilingual special day class.

Prior to his

transfer, he had been referred for an AB3632 evaluation,
however, the behaviors noted by the teacher that led to the
original referral seemed to have disappeared with the change
in placement.

Manuel was now in a small class which met his

academic and nurturing needs.

Despite his severe learning

disorder in the area of language, he was making great steps
forward, thus he was not eligible for AB3632 services.
In May of 1994, when Manuel was in the third grade, he
was referred once again for an AB3632 evaluation.

This time

he was found eligible for mental health services, and his
individualized educational plan specified his return to a
resource specialist program.

His presenting problems at the

time of this referral were that he was disruptive in class,
argumentative, hypervigilant, had difficulty concentrating
on work, was easily frustrated, had low energy, and had no
close peer relations.
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According to his teacher, Manuel was moody.

Sometimes

he would talk back to her while at other times he would want
to have lunch with her.

He was easily angered and at times

when someone accidently brushed up against him he would
react adversely, however, on other occasions he would let
the same incident go unnoticed.
to be carrying a lot of anxiety.

She stated that he seemed
He also did not have

confidence in his abilities in physical education, even
though he did fine.

He had problems with children and

difficulty in groups.
The teacher went on to say that for the most part
Manuel gets along well with adults.

He enjoys one-on-one

attention and does well with positive feedback.

She would

like him to develop good peer relations and be able to come
to class in a calm and confident manner.
Both Manuel and his mother were interviewed for the
AB3632 report.

Manuel told the AB3632 assessor that he did

not have any best friends but sometimes would play during
recess with a girl that he knew.

At home he enjoyed

watching television and playing with his nephew.

According

to his mother, Manuel is a very organized and clean child.
He keeps his belongings in their place and only wears
clothes once before needing them to be washed.

He is also a

picky eater and prefers sandwiches to the hot meals she
prepares for him.
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She feels that Manuel acts like an adult.

At home he

is very aware of problems family members may have.

She also

stated that he is often in a bad mood and has become very
jealous of his youngest nephew who lives with them.

He gets

into arguments with his father and once he was so upset that
he told his father that he was going to jump out the window.
They live on the second floor.
In September of 1994, due to an administrative error,
Manuel was transferred to another school.

His parents opted

for him to remain at this school since it was actually more
conveniently located to their home.

'

Manuel was now starting

the fourth grade at his third elementary school.
Manuel was placed in a bilingual resource specialist
program.

His current teacher reported no difficulties with

him and did not state any of the presenting problems for
which he was referred.

Possibly some of his previous

difficulties were again alleviated with the change in his
placement.

According to his teacher, Manuel was a little

behind in class.

He has trouble summarizing one paragraph

stories into one sentence, and does not want to present his
work to the class because he gets shy.

She also stated that

he gets along well with his peers.
During the intake with Manuel's mother, she commented
that he competes with his nephew for her attention.

She

also stated that Manuel is moody, angry, and cries often.
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She wants him to be less shy and more social because he
withdraws from his peers too much.

She said that he has

never liked playing sports and tends to befriend girls.

She

would like him to be more active and play more with boys.
She said her reasons for this were because she does not want
Manuel to be teased by the other children, yet, she seemed
quite uneasy about his choice of playmates herself.
Manuel's mother added that she simply does not have
strong feelings for her husband anymore and never regained
the love she may have once felt in the beginning of their
relationship.

She never really forgave him for how he

mistreated her in the past, even though he has improved
somewhat.

She stated that she sees him more as a "friend."

On a recent trip her husband took to El Salvador, she
commented that she did not even miss him or notice that he
was gone.

She works days and comes home to take care of her

grandchildren, he works evenings and after work stays out
late drinking.

Their daily contact is minimal.

Marital discord continues to exist in the family.

When

the parents do see each other they constantly argue.
Manuel's mother explained that she no longer fears standing
up for herself and so tells her husband whatever she wants.
She said her husband still to yell a lot but does not hit
her.

Perhaps he fears a permanent departure by his wife.

Manuel is witness to these many verbally abusive arguments.
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At the intake, Manuel's clothes were clean and his
styled hair in place.

He was a well groomed attractive boy.

He had dark skin and was a little stocky.
his age but not his grade.
slouched.

He was short for

He sat with his shoulders

He answered questions with gestures and when he

did use words he was very soft-spoken.

He was polite,

demonstrated respect, and had an overall pleasant quality.
Manuel offered little clarification to the information
contained in his AB3632 report.

He claimed that he did not

remember behaving in that manner, however, through further
questioning he was able to take partial responsibility for
some of his actions at school.

He began to shed tears

toward the second half of the interview when his mother
spoke of his behavior at home.

He was quiet, withdrawn, had

minimal eye contact, and simply wiped the tears away with
his fingers.

He seemed to relate to me.

He expressed an

interest in seeing me individually, and when he left he
looked up, smiled, and shook my hand.
Manuel spends a significant portion of his time in
solitary activities.

He does not like to leave his home, he

isolates and withdraws.

He has low self esteem, low energy,

poor concentration, and some feelings of hopelessness.

He

has difficulty expressing how he is feeling and tends to act
out.
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Manuel's behavioral problems can best be explained as
chronic masked depression.

The following is the diagnosis I

reached:
Axis I

300.40

Dysthymic Disorder

Axis II

315.00

Reading Disorder (previously diagnosed)

Axis III

V71.09

No Diagnosis

Axis IV

Inadequate social support

Axis

v

GAF=SS

(current)

According to the DSM-IV (American Psychiatric
Association, 1994), Dysthymic Disorder is a chronically
depressed mood that occurs for most of the day, more days
than not, for at least two years.

In children, the mood

need only last for one year, and it seems to occur equally
in both sexes.

Dysthymia is characterized by chronic, less

severe depressive symptoms that have been present for many
years.

The mood disturbance, unlike major depressions, may

not be easily distinguished from the person's usual
functioning.
Dysthymic Disorder often results in impaired school
performance and social interaction.

Children will have low

self-esteem and poor social skills, also they are usually
irritable and cranky as well as depressed.

Additional

symptoms may include feelings of inadequacy, difficulty
making decisions, decreased activity and excessive anger.

,
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THEORETICAL FOUNDATIONS

Manuel is fairly representative of the client
population targeted by the Mission Children, Adolescents,
and Family Services Center.

He is a Latino child exhibiting

behavioral and emotional problems and is having difficulty
functioning in school.

His parents are Spanish speaking

immigrants and have domestic violence, alcoholism, gangs,
and low socioeconomic status as family issues.
Our agency follows as transcultural social work
perspective.

Transcultural practice refers to social work

with People of Color.

Social work has not always been

sensitive to the plight of minorities, and People of Color
have historically suffered great social injustices as a
result of their race and culture (Brown, 1992).
People of Color are expected to give up their cultural
heritages and to replace them with the values of the
dominant group.

The dominant group views the strengths and

survival techniques, by which minorities are able to survive
in a hostile environment, as indicators of pathology. Racism
is one of the various reasons for a transcultural
perspective (Brown, 1992).
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In order to practice effectively with the transcultural
perspective, the social worker must possess knowledge of the
cultural and historical experiences of People of Color in
American society and the tensions which exist between them
and the dominant group. Social workers should discuss race
and culture freely, be knowledgeable of different cultures,
and apply this knowledge in practice (Brown,1992).
In practice with minority clients, race and culture
constitute important dynamics.

If cultural barriers exist

between the worker and the client, a sense of trust or
mutual understanding cannot be developed (Brown, 1992).
An understanding of racism and how it has impacted
Latinos in American society is imperative for an effective
practice with Latinos.

Although cultural differences exist

among Latinos, sufficient similarities exist to discuss
specific aspects of the culture as a group.

Latinos have

faced racist practices based on their culture.

Latinos have

lived under conditions of oppression, faced problems in
attaining social mobility, and have been unable to depend on
the law for their protection (Brown, 1992).
In working with Latinos, social workers must possess
cultural sensitivity, understand the relationship protocol
as well as the importance of family as the cornerstone of
Latino culture.

The social worker needs to be viewed as

both a professional and a friend (Brown, 1992).
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The worker's presentation should be as an authentic and
personable person, who is comfortable with self-disclosure.
In developing a relationship, the worker will need to join
the family and become accepted as a friend.

Initial contact

should be leisurely in nature and a relationship must be
established before the social worker enters into the reasons
for the agency contact (Brown, 1992).
In the assessment process, consideration should be
given to the impact of external systems on the client's
situation.

Also important is the migration patterns of the

family, the level of acculturation, and their present
support systems.

With transcultural practice, the social

worker is responsible for identifying societal barriers to a
clients' progress, act as their advocate, and assist them in
overcoming socioeconomic hardships(Brown, 1992).
The problems of People of Color must not be
automatically assumed as culturally related or as a result
of racism, however, cultural issues and racism must be
reviewed to determine if they are contributing factors to
clients' problems.

A satisfying life can only be achieved

by minorities when they attain social equality and social
justice (Brown, 1992).
One such injustice is the recent passage of Proposition
187.

Currently, under state and federal court orders, no

one may implement any of the sections of Proposition 187
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which relate to elementary and secondary education, higher
education, social services, health care, or police
cooperation with the INS (Vasquez, 1995).
Proposition 187 would deny basic educational, social
services, and health care, except emergency medical care, to
a segment of the population that demonstrates the most need,
the undocumented community.

The denial of public education

will affect the estimated 300,000 undocumented children
attending public schools.

These children will grow up

without the basic tools necessary to become contributing
members of society (Vasquez, 1995).

'

The news of the temporary restraining order and the
preliminary injunction to Proposition 187 did not filter in
as quickly to the insular neighborhoods, where many recent
immigrants live.

Many clinics throughout California,

aggressively advertised and conducted outreach campaigns to
notify residents that no one would be denied services or
reported to the INS (Vasquez, 1995).
These court orders have not eliminated the fear and
intimidation that many immigrants share when interfacing
with medical personnel, social services, or educational
officials.

Many families are comprised of citizen, legal

immigrants, and undocumented family members.

Consequently,

many citizen and legal immigrant children forgo attending
school or seeking needed medical or social services, out of

21

fear that they will disclose the immigration status of
family members.

Children will undoubtedly be adversely

affected by these sort of family pressures (Vasquez, 1995).
A person's early development usually takes place within
the context of a family.

How parents socialize their

children is influenced by the circumstances in which the
parents themselves developed.

Parent and child behaviors

are a result of different socialization processes that
encompass specific cultural values.

Parents from ethnic and

racial minorities use distinct beliefs and behaviors
determined largely by their cultural and socioeconomic
situations.

Socialization in minority families is often

intended to prepare the child for the societies they will
encounter which judges them by the color of their skin or
ethnic background (Zayas & Solari, 1994).
Assumptions about normative child rearing behaviors and
beliefs and child competencies rest upon a Euro-American set
of values.

Child socialization processes that differ from

these value assumptions are implied as deviant, which can
lead to improper assessments and interventions.

Parenting

skills curricula often operate from assumptions based upon
mainstream American values and beliefs about child rearing.
Recognition and expressions of respect for the core Latino
values on rearing young children, can help engage parents
meaningfully in such programs (Zayas & Solari, 1994).
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One step in this engagement process is to initiate
discussion of the specific child rearing values and beliefs
held by Latino parents and to make these values and beliefs
central to the curricula.

Family therapists often support

open interchanges between parents and children, however, it
is not unusual to encounter Latino children and adolescents
who are unwilling to be negatively demonstrative in a public
forum.

Also traditional Latinos may find this encouragement

of children's behavioral and verbal assertiveness toward
them, as insulting and undermining their authority as
parents.

'

Engaging and supporting the parents in the initial

phases, will allow the therapist to "join" the family and
become a "trusted" member.

Gradually, the parents will

undefensively allow children to express a range of affects
and behaviors (Zayas & Solari, 1994).
In addition, Latino parents can find ways to help their
children maintain a respectful demeanor toward their
teachers and still assert ideas, opinions, and creations.
This will allow Latino parents to strike a balance between
cultural requirements for their children's conduct and those
behaviors that help children succeed in the classroom and in
the larger society (Zayas & Solari, 1994).
Children's opportunities for success are severely
hampered by domestic violence and alcoholism.

Family

violence is a major social problem, that until relatively
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recently, was basically ignored by the child welfare,
medical and law enforcement fields.
be a violent place for families.

The home can sometimes

Killings within families

constitute about 25% of all homicides (Pecora, Whittaker,
Maluccio, Barth, & Plotnick, 1992).
It is not uncommon for spouse abuse to be occurring at
the same time a child is being maltreated.

When wife abuse

occurs, violent events in the home are committed about 5
times per year, and among shelter populations, the rate is
about 60 assaults per year.

These rates often do not

include the physical violence committed against women by
their husbands to force them to have sex.

Chronic or

extreme spouse abuse or other domestic violence, including
gang violence, in the presence of children, may be
considered a form of emotional neglect (Pecora, et al.).
Furthermore, it is estimated that 15 million school-age
children are affected by parental alcoholism and a high
percentage of school-related problems may have alcoholism
implicated as a determining factor (Carter
1989).

&

McGoldrick,

Alcoholic families with young children are often

referred by other agencies for school problems, learning
disabilities, delinquency, neglect, or abuse, or are selfreferred with a focus on either marital dysfunction or
difficulties related to the child's behavior (Carter &
McGoldrick, 1989).
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Alcoholic families tend to focus on alcohol rather than
children.

The effects of drinking and the adaptive

behaviors evolved by the spouse in response to the drinking,
tend to create damaging interactional family processes,
skews family roles, often parentifies the children, and
creates a climate in which fear, anger, mistrust, guilt, and
sadness prevail (Carter & McGoldrick, 1989).
A tragic effect of parental alcoholism on young

'

children is that it robs them of their childhood.

Through

patterns of behaviors, a child will attempt to address the
disorganization and emotional inconsistency of the family
environment.

Normal dependency needs of children go unmet

Some children in such families may respond with acting out
or delinquent behaviors, however, it is more often the case
that they become highly compliant, quiet, and withdrawn.
These children may experience a sense of chronic grief and
loss which manifests itself in depression and a sense of
being "different" (Carter & McGoldrick, 1989).
In treating families in which young children are
affected by alcoholism, the drinking parent is encouraged to
assume more of the parenting responsibility without treating
the child punitively or abusively, and the child is educated
about alcoholism, feelings of anger, fear, and loss are
validated, and the fears that he or she is responsible for
the problem are addressed (Carter & McGoldrick, 1989).
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When treating families, our agency favors a structural
approach, however, a psychodynamic framework can also be
helpful.

The psychodynamic view focusses on the individual

yet emphasis is on how family members deal with each other.
unresolved conflicts from the past, largely out of the
person's awareness, continue to attach themselves to current
objects and relations.

Troubled marriages are then seen as

contaminated by pathogenic introjects, that is, imprints or
memories from past relationships.

Essentially, members of

the previous generation reside within each partner.

Insight

will lead to understanding, conflict reduction, and
ultimately both intrapsychic and interpersonal change.

The

role of the therapist then is to remain neutral and make
interpretations of individual and family behavior patterns
(Goldenberg & Goldenberg, 1991).
The role of the therapist in structural family therapy,
on the other hand, is to manipulate family structure in
order to change dysfunctional sets.

The focus is on triads,

coalitions, subsystems boundaries, and power.

Unconscious

motivations are less important than repetition of learned
habits and role assignments of family members.

Action

precedes understanding, so changes in transactional patterns
are more important than insight, in producing new behaviors
(Goldenberg & Goldenberg, 1991).
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Minuchin (1974) offers several techniques to structural
family therapy.

Therapeutic interventions that confront and

challenge a family, in an attempt to force a therapeutic
change, are restructuring operations, whereas, joining
operations do not challenge, they decrease the distance
between family and therapist.

Therapy cannot be performed

without joining operations, however, therapy cannot be
successful without restructuring operations.

In joining,

the therapist becomes an actor in the family play, while in
restructuring, the therapist functions like the director and
as an actor (Minuchin, 1974).
When joining the family, the therapist must not only
accommodate to the family, but also maintain a position of
leadership within the therapeutic unit.

This position of

leadership is used to pose challenges to which the family
has to accommodate.

Minuchin (1974), has at least seven

categories of restructuring operations.
Dictated by the therapist's own personality and
resources, as well as, those of each family treated, some
techniques may be preferred over others and may be used in
different ways.

A clue as to what is allowable in a

particular family is affect (Minuchin, 1974).
One such operation is actualizing family transactional
patterns by manipulating space.

Location can be a metaphor

for closeness or distance between people.

The way in which

27

a family positions themselves when they come in for the
first session can provide clues to centrality, isolation,
alliances, and coalitions (Minuchin, 1974).
Positioning can be an effective way of working with
boundaries.

The therapist can block contact between two

members or encourage dialog by strategically moving chairs
about the room.

Spacial manipulation is simple, yet it

highlights the therapist's message (Minuchin, 1974).
Family therapy can be enriched by treating individual
members.

Play therapy is ideal for individual work with

children, especially depressed children.

There are many

types of variants on what the depressed affect is like.

In

the case of depressed affect, the child fears that something
has already happened, whereas, in the case of anxiety, there
is the apprehension that something will happen.

Depressed

children experience losses as a painful discomfort, which
makes up part of their depressive core.

Acting out behavior

is related to anxiety about a loss or sadness, which

can

progress in to despair, if they feel the loss will not be
recovered.

Anger related to this predicament can take the

form of attacks against people or the environment.

Some

children may behave as though they have already performed in
an unacceptable manner, and with this burden of guilt, may
act out in order to secure punishment, giving them a sense
of relief.

(Anthony & Gilpin, 1994).
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Acting out behavior has particular psychodynamic and
social meaning.

The acting out may be a primary defense,

therefore, therapeutic work should deal with the personality
structure beneath the external displays of aggression.
Depressed children also experience fearfulness, poor selfesteem, and loneliness (Anthony

&

Gilpin, 1994).

In therapy, depressed children are ambivalently open to
a relationship which will give them a feeling of self-worth.
In the early phase, it is important that children are
supported in that they are worth while and that they are
accepted just as they are, or trust will not ensue.

The

middle phase contains a development of insight, feelings
toward parents or peers can be explored.

The final phase is

in preparation for a more healthy acceptance of loss, the
loss of the therapist.

Children's behavior often greatly

improves at the end of the first phase, some of the
helplessness and passivity about the future diminishes.
Families often wish to terminate at this point, however, it
is not the proper time (Anthony

&

Gilpin, 1994).

Play therapy is based upon the notion that play is the
child's natural medium of self-expression.
be directive or nondirective.

Play therapy may

Therapists may assume

responsibility for guidance and interpretation or leave this
responsibility and directions to the child (Axline, 1969).
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The idea that children have within themselves the
ability to solve their own problems, forms the basis to
nondirective play therapy.

Children have the permissiveness

to be themselves and that self is accepted completely,
without evaluation or pressure to change.

Children can

experience growth in favorable conditions.

The basic

principles of nondirective play therapy are as follows:

1)

establishing rapport, 2) accepting the child completely, 3)
establishing a feeling of permissiveness, 4) recognition and
reflection of feelings, 5) maintaining respect for the
child, 6) the child leads the way, 7) therapy cannot be
hurried, and 8) the value of limitations (Axline, 1969).
Play involving doll families will reveal both
dysfunctional patterns and valued behaviors that are a
consequence of Latino cultural and ecological context (Zayas

& Solari, 1994).

Also repetitive play themes or fantasies

relating to destroying bad things can be followed by
magically reconstructuring them (Anthony & Gilpin, 1994).
In play therapy experiences, children are given the
opportunity to learn about themselves in relation to the
therapist.

By playing out feelings of tension, frustration,

insecurity, aggression, fear, bewilderment, and confusion,
children bring them to the surface, get them out in to the
open, face them, and learn to control them, or abandon them
(Axline, 1969).
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DESIGN OF STUDY

During the last decade, there has been an increasing
pressure on practitioners to be much more accountable and
responsible for their clients' progress.

One of the best

ways to monitor practice is to measure particular client
problems or treatment goals.

This measurement helps

practitioners to know where they are going and when they get
there (Fischer & Corcoran, 1994).
The focus of this study is on two of Manuel's
identified problems, his social withdrawal and his coping
mechanisms.

Coping is individual behaviors used to manage

the hardships or relieve the discomfort associated with life
changes or difficult events (Fischer & Corcoran, 1994).
Manuel is easily frustrated and has no close peer relations.
He tends to act out as well as retreat or remove himself
from conversations and companionship with his peers.
I operated from a transcultural social work perspective
with Latinos.

Working with the mother and son dyad, I drew

from structural family therapy techniques, a psychodynamic
approach was not appropriate due to our limted contacts.

In

my individual work with Manuel I incorporated both directive
and nondirective play therapy approaches.
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My intervention methods, that is, my independent
variables were as follows:

l)from the transcultural

perspective I possessed cultural sensitivity in that I
understand how racism has impacted Latinos in American
society and I have knowledge of the Latino culture and
protocol, 2)from structural therapy I used joining
operations to become closer to the family by accommodating
to them and I used restructuring operations like positioning
and spacial manipulation to challenge family transactional
patterns, and 4)from play therapy I referred to the basic
principals such as accepting the child completely and
recognizing as well as reflecting feelings.
Examples of these practice variables were evident at
the intake and during my first individual session with
Manuel.

For instance, I made our first contact as casual as

possible and I was comfortable with some self-disclosure,
such as letting them know that my parents were born and
raised in Mexico, yet I was born here.

Subtle differences

do exist between Mexicans and Salvadoreans in terms of
culture and dialect, however, we had no cultural barriers.
we made small talk before addressing the reasons for
their visit.

I listened without judgement as Manuel's

mother spoke about her experience with spouse abuse and her
daughter's trauma.
parental authority.

I also respected the Latino value of
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Fortunately, in the Spanish language respect can be
demonstrated with the use of a single pronoun.

When I spoke

to the mother I used the formal "you" and when I spoke to
Manuel I used the informal "you."

This also reinforces the

power structure of the parental subsystem.
During this first session, a clear pattern of
interaction between Manuel and his mother emerged.

Every

time I asked Manuel a direct question, his mother would
answer for him or she would make an excuse for him not
answering, before he had the opportunity to respond.
She would make comments such as, "he's shy", "that's
just the way he is", and "he doesn't like to answer
questions."

In the same breath, she would state that she

wished he were more assertive.

Clearly, she was unaware of

her role and responsibility in Manuel's behavior.
After a few of these interjections, I began to block
the mother from speaking by turning away from her and
maintaining eye contact with Manuel.

I also verbally

praised and encouraged him when he did speak.
The mother could then see that with a little patience,
Manuel was capable of speaking for himself.

He could also

experience that I had a genuine interest in what he had to
say.

This simple action helped to modify their reocurring

communication pattern.
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Manuel's service plan was developed with his input, his
mother's input, as well as my own.

I implemented Manuel's

mother's values and beliefs as the core to his treatment.
She believes the role of a child is to go outside and
play with friends, rather than staying at home worrying
about family problems.

Manuel stated he wanted to be happy

because he was much like his father, mad all the time and
yelling a lot.

I asked him if he knew what could be added

to or removed from his everyday life in order to achieve
this happiness, yet he had no idea what would make him
happy.

I then asked him what happy kids liked to do and he

responded they played with their friends.
The two agreed upon goals for Manuel were that he learn
to identify and express his feelings in calm and appropriate
manner and that he daily play and interact with peers at
school during recess.

These were the desired outcomes, that

is, the dependent variables.
At home his playmates are considerably much younger
than him.

This helpes to mask his general feelings of

inadequacey because he is better at certain activities
simply based on his age.

At school, he has more access to

interact with peers his own age than at home.

He

occasionally plays with one girl at school so I wanted him
to increase his circle of friends.

34

Manuel could either approach a peer to talk, spend time
together, eat lunch, play, or accept a peer's request to do
the same.

Manuel could then maintain some sort of control

over his interactions.

I chose to focus on times when

children played freely such as before and after school and
lunch time, rather than on class activities or physical
education where the teacher may encourage children to work
together.

I still supported him to fully participate in

these teacher led activities.
At home, Manuel was to communicate his feelings to his
family without shouting or shutting down.

He was to make

"I" statements and begin to take responsibility for his
actions.

I emphasized to his mother the importance of

giving Manuel the opportunity to speak up for himself.

I

also stressed she support his choices of who he wants to
play with and what he wants to play.

I maintained an

awareness of the several family issues in my dealings with
Manuel and extensive family therapy always remained a goal.
At my first play therapy session with Manuel I gave him
free reign to do whatever he pleased.

He could sit there

silently, talk, or choose any toy or game to play with.

He

was quite shy but I refrained from making any suggestions.
Following his lead, we played games and I ensured that he
would win.

I also encouraged and modeled play.

'
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Manuel could take risks in a judgement-free environment
with the hopes of boosting his self-confidence.

Part of my

task with Manuel was to prompt, explore, validate, and
challenge his feelings while processing situations at home
and at school.

I provided him with words to accompany these

feelings in an effort for him to incorporate them into his
vocabulary for future use.

I wanted Manuel to become more

aware of his internal cues so he could begin to vocalize his
feelings rather than impulsively acting out or withdrawing
when he was angry or sad.

I presented him with stress

management options such as taking time outs or writing a
letter.

Manuel could then apply his play therapy

experiences to all aspects of his everyday life.
The two formal measures I used for this evaluation
project were the Children's Loneliness Questionnaire, (CLQ)
and the Depression Self-Rating Scale, (DSRS).

The actual

scales and the scoring protocals are in the appendix.
The Children's Loneliness Questionnaire was developed
by Stephen R. Asher to measure children's feelings of
loneliness.

This instrument identifies children who feel

lonely and examines variables related to that loneliness.
It contains 16 primary items focussing on children's
feelings of loneliness, feelings of social adequacy versus
inadequacy and subjective estimators of peer status.

It

also contains 18 "filler items" asking about hobbies and
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other activities.

These are included to help children feel

more relaxed and open about expressing their feelings
(Fischer & Corcoran, 1994).
There was a study of 200 children from the third to
sixth grade, 89 girls and 111 boys, of which 80% were white,
16% were African American, and 4% were Asian and/or Latino.
All socioeconomic groups seemed to have been represented,
however, no actual norms were reported.
groups validity.

It does have known

The CLQ was significantly and negatively

correlated with positive social status, that is, lower
loneliness is associated with higher status.

It has

excellent internal consistency, an alpha of .90 for the 16
primary items.

A one year retest correlation of .55

suggests good long-term stability.

The range of possible

scores is 16-80, with higher scores reflecting more
loneliness (Fischer & Corcoran, 1994).
The Depression Self-Rating Scale was developed by Peter
Birleson to measure the extent and severity of depression in
children.

It is an 18 item instrument designed specifically

to measure depression in children between the ages of 7 and
13.

Based on this age group, the items on the scale are

written in particularly simple language and the response
categories are not complicated.

Bias in responding is

avoided by wording some items positively and some negatively
(Fischer

&

Corcoran, 1994).
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To obtain clarity on which items were termed as
positive or negative, I reviewed Birleson's (1981) table on
the analysis of variance between groups on depressive rating
scale items.
Items are associated with depressive symptomology in
childhood.

The scale includes items dealing with mood,

physiological and somatic complaints, and cognitive aspects
of depression.

An initial study was conducted on 53

depressed and non-depressed children.

It was fairly evenly

divided between boys and girls across a wide range of
socioeconomic groups.

•

A second study was conducted

children under inpatient psychiative care.
contained 22 girls and 60 boys:

on 82

This study

63 whites, 9 African

Americans and 10 Latinos (Fischer

&

Corcoran, 1994).

It has good concurrent validity, correlating at. 81
with the Children's Depression Inventory.
known groups validity.

It also has good

Very few false positives were

reported, that is, where nondepressed children are
classified as depressed so it significantly discriminated
between depressed and nondepressed children.
internal consistency.

It has fair

Alphas in the two studies were .86

and .76, and the test-retest reliability coefficient was
.80, showing good stability over time.

The range of

possible scores is 0-36, with a score of 13 or higher
indicating depression (Fischer

&

Corcoran, 1994).
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Many instruments exists to measure a problem, yet
different instruments tap into different aspects, so two
measures can provide a far broader and more accurate picture
of changes in clients' problems than one can.
With self- report instruments clients directly report
their perceptions feelings, or experiences.
often the best source of this information.

Clients are
Rapid Assessment

Intruments (RAis) can be used in conjunction with
practitioners own clinical assessment.

Instruments are

relatively short, in order to be used for rapid completion
and scoring.

These instruments have demonstrated some

evidence of reliability and validity.

Also they have

practice utility providing information that will help the
practitioner monitor client's progress and evaluate
effectiveness (Fischer & Corcoran, 1994).
Children are not the most reliable and valid sources of
observations and have limited reading ability, recall and
awareness.

Practitiones must keep this in mind when

deciding between a behavior rating scale or self-report.
With children there may be a need for a parent and/or
teacher to do the rating (Fischer & Corcoran, 1994).
Behavior does not actually have to be observed in order
to be measured.

Behavior can be overt, such as playing or

it can be covert, such as feeling (Fischer & Corcoran,
1994).
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The key is that behavior must be measurable and
countable by someone, be it the practitioner, the client, or
someone in the client's system.

It can be measured in terms

of frequency, counting the number of times it occurs,
duration timing how long it lasts and intensity, noting how
severe is it (Fischer & Corcoran, 1994).
The advantage of RAis is the enormous value in terms of
enhancing effectiveness and accountability.

They can access

information about clients that may be hard to observe
overtly and access sensitive information which clients may
find difficult to verbalize.

Practitioner can compare

scores to an already established norm or can do selfreferenced comparisons on clients progress (Fischer

&

Corcoran, 1994).
The disadvantages to the RAis is that although valid
and reliable to groups, they may not be the same with
individuals.

Client's problems may not be reflective of the

established norms.

Scores can simply only estimate of some

attribute so decisions about treatment should not strictly
rely on any instrument.
on too much.

RAI can also be overused and relied

These instruments are also simply too general

to tap into subtitles such as the dimensions of depression
like social behavior, cognitions, biochemistry and affect
(Fischer & Corcoran, 1994).
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Statements on RAIS do not vary each time the
questionnaire is administered and provide a numerical score
for estimating the magnitude, intensity, or degree of
client's problem.

Internal consistency reliabily measures

the problem and should have at least a .80 coefficient.
Test-retest reliability correlations at around .80, means it
is free of error and stable over time.

The content of the

instrument should have a face validity, measuring what it is
designed to measure and moderate to high correlations
between the instrument and the criterion validity (Fischer &
Corcoran, 1994).
RAis have fairly good reliability as a complete
instrument.

Often individual items have much lower

reliability, so discussions of individual items with clients
is somewhat risky and interpretaion should not be heavily
depended on (Fischer & Corcoran, 1994).
The essence of a single-system design is the comparison
of intensity level, magnitude, frequency, or duration of
clients' problems at different phases of the process.

A

standardized measure is one that has uniform procedures for
administration and scoring and contains a series of
structures questions or statements designed to elicit
information from clients (Fischer & Corcoran, 1994).
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Self-referenced comparisons are when scores are
interpreted by comparing performance throughout the course
of treatment.

This kind of comparison indicates whether

clients' scores reveal change over time.

The advantages are

that this comparison is relevant, appropriate, and timely
(Fischer & Corcoran, 1994).
Information collected in client' logs can aid in the
overall assessment by helping pinpoint problems and events
that seem related to the client's problems and then reaction
to these events as well as an evaluation of on-going record
of client's activities involving the problem being worked on
(Fischer & Corcoran, 1994).
I recorded occurances of the problem and client's
intensity of feelings about the event, what preceeded, and
followed, what client did, thought, and felt about it.
Instruments measure some specific client problem or
treatment goal relevant to clinical practice or can measure
practitioners's behavior that might otherwise occur during
intervention.

There is a potential for change due to

measurement itself (Fischer & Corcoran, 1994).
Many client's problems differ across various settings,
observations in one environment may not generalize to other
environments.

State problems are transitory and tend to be

specific to a settting while trait problems are more stable
characteristics of behavior (Fischer & Corcoran, 1994).
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Single-system design collect data at multiple points in
time from an individual or individual client system.
Repeated measures substitute for the multiple subjects in a
group design.

This approach allows the practioner to study

one entity in a concentrated manner over time in order to
discover patterns of change.

Single-system designs are more

quantitative than case studies, which are nonmanipulative
observations, yet not more than experimental designs, where
the influence of extraneous environmental factors are
controlled (Alter & Evans, 1990).
My design of choice made multiple observations of a
behavior or trait which could be measured or counted as a
quantity with repeated assessment of the client as change
occurs over time.

Group data may mask a number of important

factors crucial for a different understanding of
effectiveness.

Practitioners engaged in self-assessment are

not interested in the possibility change will occur in an
individual or population, rather they are interested in
their own effect on specific individuals or systems (Alter &
Evans, 1990).
When a practitioner is working with a specific
individual or a system in a specific environment, other
things are never equal.

Specific ineractions between a

specific practitioner and a specific client or clent system,
is the focus of single-system disigns (Alter & Evans, 1990).
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The focus is on how the system behaves, feels,
performs, or interacts in a large number of situations and
on the skill or outcomes of a single practitioner on
multiple measures over time (Alter & Evans, 1990).
I chose the monitoring design which collects
quantitative data rather than qualitative.

It can be used

to monitor the behaviors that the intervention is intended
to bring about or it can be used to assess the
practitioner's own behavior as the interaction with the
client system takes place during the process of intervention
(Alter & Evans, 1990).
Cause-and-effect claims cannot be made in the absense
of a baseline measurement, however, it is possible to
measure change as it occurs over time.

The monitoring

design does not require a baseline period where the behavior
of interest to be measured has a control and then it is used
to compare against the change in behavior during the
intervention (Alter & Evans, 1990).
Advantages of the monitoring design are that it
provides clear quantitative indicators of change over the
course of intervention.

Repeated measures over time

encourages clear problem definition and the focus is kept on
the problems identified as needing intervention (Alter &
Evans, 1990).
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Disadvantages are that it requires definitions of one
or more clear behavioral referents and the burden is then on
the referents to be descriptive of the behavior and repeated
measures may be intrusive (Alter & Evans, 1990).
Another disadvantage is response bias.

This is when

the client responds to each item in a questionnaire in the
same patterned way, and in socially desireable responses.
The client responds on the basis of what he or she thinks
the response should be rather than what he or she actually
thinks or feels (Alter & Evans, 1990).
The time frame for this project was 12 weeks.
in late January and ended in April.

It began

I saw Manuel for 12 one

hour sessions and conducted two home visits.

I did not see

him during the week of sping break because his
transportaiton was not in service.
My intervention was divided into three stages.

The

initial phase, the middle phase, and the final phase.
segment consited of four weeks.

Each

In the initial phase with

Manuel I developed a rapport, accepted him just as he was,
and supported him in that he was worthwhile.

In the middle

phase I explored his feelings toward his family and his
peers.

In the final phase I prepared him for termination by

reviewing his progress and growth over the three months and
encouraged him to vocalize whatever he felt, validating the
possibility of feeling happy and sad at the same time.
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The formal assessment scales were administered during
each stage.

Ethnic and cultural differences are accounted

for because the measures were so simple.

They could easily

be translated back and forth from English to Spanish, yet
remained culturally appropriate.
Since Manuel's reading level was low in both English
and Spanish, I read out loud each item translating on an as
needed basis.

He provided the responses orally.

This

procedure possibly may affected the reliablity and validity
of the questionnaire.
I was responsible for recording all the information
throughout the treatment process.

I gathered information

each session on how Manuel was progressing on his two goals.
Evaluation was on a routine basis.

I kept a treatment diary

in the form of progress notes in his chart.
I collected data on client, mother, and teacher
responses to my inquries regarding Manuel's behavior at home
and at school.

I spoke to his teacher once during each

phase and his mother twice during each phase.
formal statistics.

I did not use

My plan of analysis was self-referenced

comparisons.
A formal clearance by the Human Subjects Committee at
San Jose State University was not needed since I was
evaluating my practice with clients as part of my normal
field placement activity.
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Such a clearance was also not required by Mission
Children, Asolescents, and Family Services Center. I used a
pseudonym and refrained from disclosing any identyfing
information, other than he was my client.

Confidentiality

and anonymity was preserved, not only for the respondent,
but also, for all other persons concerning whom information
emerged while I was conducting my research.

'
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RESULTS

I included five tables, one for each of the three times
the formal measures were administered, one for the responses
which did not change, and one for the responses which did
change.

On the Children's Loneliness Questionnaire a higher

score reflects more loneliness and on the Depression SelfRating Scale a higher score indicates more depression.
Based on Manuel's self-referenced comparisons his
scores on the CLQ dropped from 71 to 68 and finally to 61
and his scores on the DSRS fell from 24 to 21 and finally to
17.

His final scores are still relatively high, however,

his CLQ dropped a total of 10 points and his DSRS fell a
total of 7 points.
On the CLQ, Manuel continues to have nobody to talk to
in his class and does not have anyone to play with at school
for most of the time, yet he went from hardly being good at
working with other children in his class to sometimes and
from always feeling left out of things at school to most of
the time.

On the DSRS, Manuel continues to feel very lonely

and very bored most of the time, while going from never
liking to go out to play to sometimes and from never liking
to to talk about his family to sometimes.
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TABLE 1.

MANUEL'S PRE-TEST
DSRS

CLO
Actual

Score

Actual

Score

1

5

5

1

2

1

2

2

n/a

2

2

1

3

2

2

3

1

2

4

4

4

4

3

2

5

2

n/a

5

2

1

6

1

5

6

2

1

7

3

n/a

7

2

1

8

5

5

8

2

1

9

1

5

9

2

1

10

4

4

10

2

1

11

5

n/a

11

2

1

12

2

4

12

2

1

13

4

n/a

13

3

2

14

2

4

14

2

1

15

2

n/a

15

1

2

16

5

5

16

2

1

17

1

5

17

1

2

18

2

4

18

1

2

19

5

n/a

20

1

5

21

1

5

22

5

5

23

3

n/a

24

2

4

Total

71

Total

24
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TABLE 2.

MANUEL'S MID-TEST
DSRS

CLQ

•

Actual

Score

Actual

Score

1

5

5

1

2

1

2

2

n/a

2

1

0

3

2

2

3

1

2

4

4

4

4

3

2

5

2

n/a

5

3

0

6

1

5

6

2

1

7

3

n/a

7

2

1

8

5

5

8

1

0

9

2

4

9

2

1

10

4

4

10

2

1

11

5

n/a

11

2

1

12

2

4

12

2

1

13

4

n/a

13

3

2

14

2

4

14

2

1

15

3

n/a

15

1

2

16

4

4

16

2

1

17

1

5

17

1

2

18

2

4

18

1

2

19

5

n/a

20

1

5

21

1

5

22

4

4

23

3

n/a

24

2

4

Total

68

Total

21

50

TABLE 3.

MANUEL'S POST-TEST

CLQ

DSRS

Actual

Score

Actual

Score

1

5

5

1

2

1

2

3

n/a

2

1

0

3

2

2

3

2

1

4

3

3

4

2

1

5

2

n/a

5

3

0

6

2

4

6

2

1

7

3

n/a

7

2

1

8

5

5

8

1

0

9

2

4

9

2

1

10

4

4

10

2

1

11

5

n/a

11

2

1

12

2

4

12

2

1

13

3

n/a

13

2

1

14

2

4

14

2

1

15

2

n/a

15

1

2

16

4

4

16

2

1

17

2

4

17

2

1

18

3

3

18

1

2

19

5

n/a

20

2

4

21

2

4

22

4

4

23

2

n/a

24

3

3

Total

61

Total

17

51

TABLE 4.

NO CHANGE IN MANUEL'S RESPONSES
CLO

1

new friends*

not

3

nobody talk*

most

5

watch tv

most

7

like school

some

8

lots friends*

not

10

find friend*

hardly

11

play sports

not

12

hard kids*

most

14

don't play*

most

19

like paint

not

DSRS
1

look forward

some

6

tummy aches

some

7

lots energy

some

9

stick up

some

10

worth living

some

11

am good

some

12

enjoy things

some

14

horrible dreams

some

15

feel lonely

most

16

easily cheered

some

18

feel bored

most

*Indicates response was scored.
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TABLE 5.

CHANGES IN MANUEL'S RESPONSES
CLO

Pre

Mid

Post

2

like read

most

most

some

4

working children*

hardly

hardly

some

6

hard friends*

always

always

most

9

feel alone*

always

most

most

13

like science

hardly

hardly

some

15

like music

most

some

some

16

get along*

not

hardly

hardly

17

left out*

always

always

most

18

no kids*

most

most

some

20

don't along*

always

always

most

21

lonely school*

always

always

most

22

well liked*

not

not

hardly

23

like games

some

some

most

24

don't friends*

most

most

some

71

68

61

Pre

Mid

Post

Total
DSRS

2

sleep well

some

most

most

3

feel crying

most

most

some

4

go play

never

never

some

5

running away

some

never

never

8

enjoy food

some

most

most

13

talking family

never

never

some

17

so sad

most

most

some

24

21

17

Total

53

DISCUSSION

Although Manuel's scores on the formal scales showed
slight imrovements to his feelings of loneliness and
depression, they do not do justice to the time, energy, and
effort he put in to his own personal growth.
I followed the basic principles fo play therapy
throughout the treatment process.

Manuel was very

conscientious, he always put a game away before he grabbed
for another and he kept everything organized.

Throughout

treatment we played board games, arranged puzzles, and role
played.
On our firt individual session he was especially drawn
to "Hungry, Hungry, Hippo."
swallowing the marbles.

He was mesmerized by the hippos

It appeared that Manuel liked the

hippos, was very "hungry" and by playing the game he was
able to be "fed" vicariously.

After several subsequent

sessions with Manuel he never went to play this game again.
This is a rather loud and unsophisticated game, yet we
played it the entire first session and the following two
sessions.

Manuel seemed to greatly enjoy winning and was

unaware that I intentionally lost to him.
slowly became more talkative.

As we played he
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At the third session he chose to play with "Candyland."
This is a much more infantile game and is based purely on
luck which makes it next to impossible to manipulate.
Consequently, Manuel lost our first game.
I explored what it was like for him not to win and he
said he did not like it.

He did not offer any further

insight, however, he no longer wanted to play this game.

I

left him an out to save face by explaining to him that the
it was not a skill game.
During the last phase Manuel reached for Candyland.

He

had not played that game since our third session in which he
lost.

We played several games.

I won some and he won some,

yet he did not become discouraged and continued to play even
when he did not win.
Sometimes Manuel pretended he was a restaurant chef and
would prepare traditional Salvadorean dishes for me.
also enjoyed playing doctor.

He

Both times he picked a doll to

be the patient, once I was the doll's mother and antoher
time I was his nurse.

Once the doll had a high fever and

once the doll had a stomach ache.

He would perform thorough

examinations and then administer medication in various
forms.
During the middle phase I noted Manuel had still not
drawn or painted.

He was resistant to my previous

suggestions of drawing.

He was at a loss of what to draw.
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I named people and places such as his family, his house, his
school, and himself, but he would just nod his head no.
During the final phase he drew a sun, some grass, and a
partially completed house.

He couldn't tell me a story

about this drawing and we soon moved on a different
activity.

I can only speculate why he refused to draw

significant people and places.

He is unhappy and

unsatisfied with his life and himself.

Perhaps the

unfinished house is symbolic of the chaos and lack of
emotional fulfillment he experiences at home.
As weeks went by he became more confortable about
disclosing.

Once he talked about a party he had gone to

where he did not want to hit the pinata.

Through further

questioning he said he had tried to hit the pinata at
another party and was laughed at by the other kids.

He

stated that he felt shame and feared being ridiculed once
again.

He also commented that he often avoids activities

which run the risk of him being mocked.
During the middle phase Manuel's mother told me that he
was being teased at school.

Manuel had not shared this with

me but did so after his mother initiated it.

A group of

boys and girls from his class were taunting him and calling
him gay.

He would threaten the kids that he was going to

tell the teacher but he never followed through.
was completely unaware that this was occuring.

The teacher
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During this session I asked him what he wanted to do
and he wanted his mother and I to speak to his teacher to
resolve the problem.

I redirected his energy and focussed

on the inportance of him handling this situation on his own
because his mother and I were not always going to be
available.

He agreed and decided he would talk to the

teacher directly.

we role played the conversation.

By our next session he had not approached his teacher
claiming that he had forgotten, eventhough the children
continued to taunt him.

After further explortion he

explained that it was just too hard of a task.
his feelings and we searched for other options.

I validated
He

suggested writing her a letter and I congratulated him on
such a brilliant idea.
Manuel wrote the letter on his own during our session.
With his permission I called his teacher to inform her that
she would be receiving a letter the next day.
My reasons were two-fold, one was to assist Manuel in
following through by bringing in a third party and the
second was so the teacher would know that I knew about the
contents of the letter in hopes that it would influence her
to take action.
Manuel gave the teacher the letter and she immediately
called this group of children together giving Manuel the
option to attend, which he did.

,
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The children first admitted to the teasing and then
asked Manuel why he only played with girls.

He simply

replied because he likes to.
For the following week the children stopped teasing him
and the week after they asked Manuel to join in their play.
This all took place during the late middle phase and early
final phase.

I praised Manuel tremendously for his

courageous work.

He had an air of more self-confidence than

when he first came in.
Saying goodbye was hard for both of us.
fortunate to have worked with him.

I felt

Termnation was healthy.

He was interested in continuing therapy and was looking
forward to working with another intern next year.

He was

not going to be seen over the summer because his
transportation services would not be available until the
school year.
His mother was very appreciative of my services and
noted positve changes in Manuel's behavior as well as his
affect.

I emphasized family therapy would be necessary in

order for Manuel to keep him on track.
Given my time constraints, I believe I was successful
in my interventions with Manuel.

He was able to acheive his

goals of decreasing social withdrawal and increasing coping
mechanisms.

I do wish I had been much more successful in

convening the whole family in therapy.
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Latino children like Manuel tend to be misdiagnosed and
overdiagnosed.

Some of his symptomology may lead a worker

to diagnose him as oppositional defiant rather than
dysthymic.

Also cultural differences may be pathologized.

Social workers working with this type of client should
exersice a transcultural perspective.
Since the topic of gays arose workers should also not
be homophobic.

Manuel may or may not be gay but if he is

derrogatory comments toward gays will only compound his
depression.

Manuel did not even know what gay was but

whatever it was he knew it was a very bad thing to be.
Simply telling him that I did not think it was wrong to be
gay brought a tender smile to his face.
Given our homophobic society, it is not surprising that
gay, lesbian, and bisexual youth comprise one-third of the
youth suicide rate while only comprising an estimated ten
percent of the youth population.
Being that I am a Latina lesbian I am extremely
sensitive to issues of race and sexuality.

However, the key

to a transcultural social work perspective is that any
worker, regardless of their background, can be sensitive to
issues of oppression and discrimination and know how this
will affect our client's sense of well-being.
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SCORING PROTOCOL

Children's Loneliness Questionnaire (CLQ):

Items 2,5,7,11,13,15,19, and 23 are not scored.
Items 1,3,4,8,10,16, and 22 are scored as is.
Items 6,9,12,14,17,18,20,21 and 24 are reverse scored.

Range of possible scores is 16 to 80.
Higher scores reflect more loneliness.

Depression Self-Rating Scale (DSRS):

Items 3,5,6,10,14,15,17, and 18
l's are scored as 2,
2's are scored as 1, and
3's are scored as 0
Items 1,2,4,7,8,9,11,12,13, and 16
l's are scored as 0
2's are scored as 1, and
3's are scored as 2

Range of possible scores is Oto 36
A score of 13 or higher indicates depression.
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Below are 24 slale111ents. Please read each stale111e111 amJ h1dicalo how llue ii Is
for you using the lollowing rating scale:
·
1
2
3
4
5

..
=
..
..

lhal's always lruo about me
Thal's true aboul 1118 IIIOSI ol lhe lime
That's sometimes true about 1110
That's hardly ever true about 1110
= That's not true al all about me

1 • Most of the lime
2 .. Sometimes
3 .. Never

1.

Please record your answer In the space lo the lell of each item.
1.
2.
3.
4.
5.
6.
7.

8.
9.

10.
11.
12.
13.
14.
15.
16.
17.

18.
19.

20.
21.
22.
23.
24.

lf#Jf h ;tJJ t

ll's easy for me lo make new friends al school.
I like lo read.
.
I have nobody lo talk lo In my class.
I'm good al working with other children In-my class.
I watch TV a lot.
It's hard for me lo make friends al school.
I like school.
I have lots of friends In my class.
I feel alone at school.
I can find a Irland In my class when I need one.
I play sports a lot.
ll's hard lo gel kids In school lo like me.
I like science.
I don't have anyone lo play with al school.
I like music.
I gel along wllh ;ny classmates.
I feel lell out of things al school.
There are no olher kids I can go lo when I need help In school.
I like to pain! and draw.
I don't get along with other children lh school.
I'm lonely al school.
I am well liked by the kids In my class;
I like playing board games a lol.
I don'! have any friends 111 class.

;;

21.,; no a
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!'lease answer as honeslly as you can by lndicaliny al Iha lell the number lhal bm;I
reffns lo how you have fell over Iha past week. "I here a1e 110 right a11swe1s; II Ii;
lmpor lnnl to say how you have fell.
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2.
3.
4.
5.
6.
7.

8.
9.

to.
11.
12.
13.
14.
15.
16.
17.

18.

I look forward lo things BS much BS I used lo.
I sleep very well.
I feel like crying.
I like lo go out lo play.
I feel like ru1111lng away.
I gel tummy aches.
have lots of energy.
enjoy my food.
can slick up for myself.
think life Isn't worlh living.
am good at things I do.
enjoy the lhlngs I do as much as I used lo.
like talking aboul my family.
have horrible dreams.
feel very lonely.
am easily cheered up.
feel so sad I can hardly stand It.
feel very bored.
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